of the right frontal sinus, complicated by an abscess of the right orbit. An ophthalmologist incised and drained the orbital abscess. July 13: Patient complained of headache, and two days later vomiting occurred. The right frontal sinus was thereupon opened and drained through the original incision in the upper eyelid, a large quantity of pus being evacuated. Intermittent vomiting occurred until July 19, and after this operation the patient for the first time noticed dimness of vision. He saw only the lower half of the visual field in the right eye, and there was an enlarged blind spot in the left eye. September 14: On admission, examination showed a healed scar above the inner canthus of the right eye. The nasal fossEe appeared to be normal, and there were no other symptoms beyond the loss of vision previously stated. The patient was observed for a week and further examinations were undertaken. Skiagrams showed only a slight density of. the right frontal sinus. The blood-count gave an increase of white cells (12, 400) September 21: At a first operation the anterior and posterior walls of the right frontal sinus were removed. It was then noticed that, since the sinus was large and overlapped the middle line, the left frontal lobe also came into relation with it. Moreover the appearance of the dura suggested that the path of infection to the brain was towards the left frontal lobe. At a second operation a week later a large abscess was found in the left frontal lobe, although this was not located until after the right lobe had also been explored. Tube drainage was carried out, and the wound partially closed. The pus grew a pure culture of Staphylococcus aureus. Recovery from the operation was uneventful, and the wound completely healed in three weeks. However, at the last examination of the visual fields, on February 21, 1934, only slight improvement of the eyes was recorded.
There are several points of interest in this case. One is the comparative mildness of the symptoms of the frontal lobe abscess, particularly after the initial recovery from the sinus and orbital symptoms. Another is the rarity of contralateral brain abscess following frontal sinus suppuration; this is due to the fact that the right frontal sinus overlapped the mid-line towards the left frontal area. As for the eye lesions, we have here peculiar bilateral effects. In the right eye there was horizontal hemianopia, in the left a central scotoma, I was careful not to disturb the overlying meninges, though the right frontal lobe was explored before I found the abscess in the left lobe.
My method of drainage was simply to insert a rubber tube, split at the outer end, and kept open with a safety-pin. No doubt recovery was largely due to the fact that there was a single abscess, not multilocular, and that I was able to avoid infection of meninges.
W. E. CARNEGIE DICKSON suggested that the remarkable success in this case might have been due, in part at all events, to the fact that the organism was a staphylococcus.
When the organism was the StreptococcU8 pyogenes, the result was much more likely to be fatal, from a meningeal spread. Male, aged 20, received a blow on the forehead, followed a month later by an abscess over the supra-orbital margin. Abscess opened, but patient gradually became drowsy. On one occasion he probed the sinus himself, and suddenly felt something give and experienced pain. He may have thus perforated the inner wall of the frontal sinus. When admitted to hospital there were sinuses over the orbit. Upper eyelid swollen. Patient drowsy and unable to calculate simple addition sums. Speech slow and hesitating. Severe headache. Right eye showed optie neuritis.
Superficial abscess and frontal sinus opened and found full of pus and necrosed bone. Considerable improvement followed. Eight days later headache and drowsiness returned. Purposeless movement of limbs. Brain abscess opened and drained. The patient died four days later.
II. Large abscess in left frontal lobe, due to foreign body in the nose. Male, aged 17. Admitted on account of headache and coma. He had had three fits, two before a fall, one since; did not bite tongue or pass water; experienced an aura,. i.e. shivering, some short time before onset. Five years ago he fell on to a curb, striking the right temple; lost consciousness, but, except for pain where struck, he was soon well. Three months later, complained of headache, not very severe, lasting two or three days. During last four weeks memory failed, headaches became more frequent, of longer duration, and more severe; during last two weeks continuous headache with giddiness, and patient had been kept in bed.
On admission: retention of urine; catheterized; large amount drawn off. Eyes: Both discs and surrounding fundus congested, outer margin of left, and the upper and inner margin of right disc ill-defined, no actual swelling. Veins much enlarged. ? Early optic neuritis. Pupils both react normally. Knee-jerks increased on left side, normal on right. Back of neck stiff and slightly painful. Drowsy;. became more comatose; unable to swallow; fed by tube. Incontinence of urine. Knee-jerks diminished, then absent. Optic neuritis and a small right corneal ulcer developed. Later, ankle clonus and Babinski's sign developed on left side, absent on right. Temperature throughout normal or just subnormal, except during the last three days, when it rose to 1010. Cheyne-Stokes respiration developed a. short time before death. No nasal symptoms.
At the post-mortem examination a slate-pencil was found passing through the' antero-internal portion of the orbital plate in the region of the anterior ethmoidal cells.' The pencil had penetrated for 2 centimetres from the nasal into the anterior fossa of the skull, and was firmly fixed. The dura was not perforated and there was no extradural suppuration, but there was a large intracerebral abscess in the frontal lobe. It was not known how long the slate pencil had been in the nose. The brain showed externally a patch of firmly adherent dura mater, and just to the left of the mesial fissure in front of the olfactory bulb a slightly depressed area covered by thickened opaque pia-arachnoid, which lay in contact with the slate pencil. The smooth appearance of the cortex from compression of convolutions was well shown. The cut surface showed considerable enlargement of the left frontal lobe, which contained an abscess cavity 4 5 by 5 centimetres, of irregular sbape and partly enclosed by a fibrous capsule, surrounded by infiltrated cedematous brain substance. The contents were thick foul pus and necrotic brain substance, some of which adhered to the wall. Towards the left, a recent extension of the pathological process has occurred, wbere a considerable amount of brain substance is seen in various stages of necrosis. The lateral ventricle is greatly compressed, the anterior horn being practically obliterated.
Microscopically.-The wall consists of necrotic white matter infiltrated with inflammatory round cells. Both specimens are shown with the object of illustrating the'difficulties of drainage of a brain abscess.
Tbe first specimen (Plate I) shows the damage done by a drainage tube introduced into the brain. It is presumed that the pulsation of the brain has displaced the tube and made it useless. At the operation there was no doubt that the drainage tube was introduced into the abscess cavity and stitcbed to the scalp. The was done by an experienced surgeon who had been a house surgeon to Sir William Macewen.
During the War it was soon discovered that if a drainage tube was inserted into the blain nearly all the patients died of meningitis or encephalitis commencing about the fifth or sixth day. On the other hand, if the wound was thoroughly cleaned, and if all foreign bodies and debris were removed and the wound closed without drainage, 52 % recovered. If a brain abscess is carefully cleaned of all sloughs by gentle irrigation with normal saline or Ringer's solution, through an aural speculum or a two-way catheter in which all fluid is allowed to escape freely, a drainage tube or similar appliance does more harm than good, and this is particularly true of an acute abscess. Drainage tubes of any kind, or gauze wicks, should be avoided whenever possible. It is better to risk a second operation than to insert a drainage tube. Whatever type of drainage is adopted, no pus escapes throuigh the tube after the first few hours. The fact that so many different types of appliance for drainage have been tried indicates that none of them is satisfactory. The pressure of the drainage tube damages the tissues, and sooner or later a secondary infection is inevitable. A gauze drain or packing is worse than a drainage tube.
The treatment of a chronic abscess must be more thorough, but the operation can be so designed as to make the insertion of tubes and such appliances unnecessary. I have never had the good fortune to see a chronic brain abscess which could be enucleated like a tumour. Sir William Macewen, whose success in the treatment of brain abscesses forty years ago has not yet been equalled, avoided drainage tubes in cases of acute abscesses. In his book he strongly emphasizes the importance of thoroughly cleaning out all the sloughs by irrigation and evacuating the abscess as completely as possible. His operations were designed to avoid drainage tubes. It is true that in chronic abscesses of long duration he reluctantly inserted decalcified bone tubes which were quickly softened and absorbed. The dressing was also left undisturbed as long as possible, even for two or three weeks.
These remarks concerning the drainage of brain abscesses can be applied with greater confidence to abscess in the neck. If such abscesses are completely opened, drainage tubes are unnecessary and the scarring is considerably reduced. No one ever attempts to insert any type of drainage appliance into a retropharyngeal abscess, with the result that the healing of a retropharyngeal abscess after free incision is a matter of hours. The success of the acute mastoid operation depends on the opening of every suppurating cell and not on the introduction of drainage tubes, It is the unopened suppurating cell and not the absence of a drainage tube which leads to trouble.
I have been present at no less than four discussions on the treatment of abscesses of the brain, and each time the discussion has been mainly as to what material or type of tube should be used for drainage or, incidentally, as to whether the brain should be explored with the finger when a trocar fails to find pus.
The question is how can a drainage tube be avoided and not what type of appliance should be used. If such an appliance cannot be avoided, then a double tube is the most satisfactory, but I am convinced that greater success can be obtained by discarding such appliances for drainage. It is important to know if anyone has seen a case in which failure could be definitely attributed to the absence of a drainage tube, or to the too early removal of the tube. Multiple abscesses, as in this case, are frequent, or another abscess develops later. Such a condition can only be detected by an encephaloscope; such as an aural speculum, or by gentle exploration with the finger.
The illustration of the second specimen (Plate II) shows a large frontal lobe abscess resulting from a sharp slate pencil which had been accidentally forced through the roof of the nose into the anteriorfossa of the skull. The patient was comatose when admitted to hospital, and in consequence the history of how the accident happened is unknown, but it is probable that the slate pencil was driven through the roof of the nose during a fall five years before death. The pencil had passed through the anterior ethmoid cells and the roof of the lateral mass of the ethmoid, and projected for 2 cm. into the anterior fossa of the skull. The pencil must have penetrated the dura and so caused the abscess, but at the necropsy the dura mater had healed and there was no extradural abscess. It is extraordinary that the patient had survived this injury morer than a few days. When the roof of the ethmoid has been accidentally perforated during a nasal operation the patient has died within a few days from a basal meningitis.
The extensive cedema and enlargement of the whole of the cerebral hemisphere is an indication that the compression should be relieved by removing as large an area of bone as possible. A large opening in the skull allows the meninges to bulge into the aperture and this helps to shut off the subarachnoid space; in addition, sufficient room is obtained for gentle manipulation and for drainage to be established at the most desirable point.
Specimen: Lymphangeioma of the Oesophagus.-E. WATSON-WILLIAMS.
Male, aged 61, complains of aching pain in the chest in the region of the lower portion of the sternum during two months, and vomiting (i.e. regurgitation of unaltered food) during the same period. Pain may occur at any time, even at. night, and is not connected with taking food; he can take fluids fairly well, but all solids are rejected. No loss of weight; no palpable glandular or other swelling. A. barium bolus shows considerable dilatation of the cesophagus-which is slightly tortuous to the right-and apparently complete arrest of the bolus immediately above the diaphragm; the outline of the obstruction is irregular.
Direct cesophagoscopy: The entrance of the cesophagus is normal; the lumen about twice as wide as normal. The mucosa is whitish and macerated; no ulceration. No obstruction until 46 cm. is reached from the teeth (i.e. further down than the normal depth of the cardia). Here the lumen is abruptly terminated by a collection, of four or five round, smooth, bright red masses, not friable, not ulcerated, not bleeding on contact. No lumen could be discovered; bougie dilatation not attempted. Biopsy: Report by Dr. A. D. Fraser: "Portion of dermal tissue covered by hypertrophic (cesophageal) epithelium. There are numerous small spaces giving the appearance of lymph channels and a few muscle cells. The condition is lymphangeioma.. No evidence of malignant change.
April 12, 1934: Ten radon seeds (2 mc. each) inserted (05 mm. platinlm screen). POSTSCRIPT.-June 20, 1934 . Numerous nodules felt in the abdomen suggested that the growth is a lymphosarcoma with peritoneal secondaries. Swallowing is, good for all foods but the patient is.losing weight.
